Introduction
Managing a family planning system is a difficult and complex task.
Managers attempt to answer questions such as:
What have been the past sources of success and failure in our programs' Where is the system going?
What resources will be needed to support system growth? What budget should be sought and how should funds be allotted?
How can a diverse group of clinic service agencies be coordinated?
A great deal of data exists to help answer such questions.
Even a single agency or clinic program is confronted by a variety of data sources including client visit records, outreach worker reports, budget figures, target population estimates, opinions and survey findings. These inputs are compounded when there are several programs or agencies involved in the political realities of one area. In fact, the complexity of the information presents a problem to the manager who must make sense out of the data before he can vise it to help in his decision making.
This paper describes an application of management science through the use of a model as a tool for program managers and areawide planners to grapple with the inundation of potentially important data. The goals of this model are to improve tmderstanding of how a particular family planning system operates and to support improved program management through the organized use of data in problem diagnosis, forecasting, and examination of strategy alternatives. Atlanta managers saw a common denominator between individual clinic programs emerge in terms of a concern for patient flow:
In what ways do potential users flow into and drop out of clinic programs? How do they move between various agencies? How do they flow into and out of the eligible service population? As a means for communicating effectively with each agency potentially involved, the model was designed around a simulation of this area of common concern, the patient flow process. distributed over-the-counter methods. The formal public channels use a common program measurethe number of individual patients actively receiving family planning services through all publicly supported channels-2 as a primary evaluation yardstick. Figure 1 diagrams the target population as composed of three major segments: Pregnant, Active in Program, and
Neither Active nor Pregnant. Although gosls such as improvinp maternal and child health, introducing the indigent into the health care system and assuring that every child is a planned and wanted child are stated for family planning, the most frequent objective mentioned to reach these goals is increasing the percentage of active family planning patients in the target population.
To understand how patients obtain services, each service agency A summary view of the patient flow process is presented in Figure 6 , where the target group is viewed as a closed system of the three major segments at any point in time: Pregnant, Active, and Neither Active Nor Naert, Philippe, Murthy, Srinivasa, "Visit Continuation Rates, Intervisit times , and their managerial implications for Family Planning Administrators: A Case study of Atlanta," forthcoming. Other elements such as system overhead, and communication programs, can be entered as well.
6.
See Urban, above, for a full discussion of evolutionary capabilities.
10.
While facilities to provide service are limited, capacity limitation may mean different things in different programs with the limiting factor varying as the program evolves. Space, nurse or physician manpower might individually be constraints on the program at any particular time.
The question of capacity planning can be dealt with by the program manager's assessment of the aggregate visit capacity at his clinics or by a more detailed consideration of scarce resource utilization on first, repeat, or medical visits.
In advanced stages of model evolution, output measures such as unwanted births prevented can be obtained. The range of output possibilities reflects the variety of management objectives, but we would hope the model would help managers cope with higher order goals such as unwanted births prevented per dollar.
V,
How the Model is Used
Use of this methodology begins by outlining with service agency directors how they perceive their programs operating, and working with them to convert this outline into an initial model of patient flows.
Though a computer is used to carry out the calcxilations , it is recognized that few program directors have the time or interest to get involved with the tecnical details of computers.
To insure that the manager remains in control of the process, an english language, interactive computer system IS used.
Past data and judgment are used to estimate the parameters that control movement in the flow process. All interaction in terms of data entry and output reports is mediated through an english language control data into his planning model, which is stored in a timesharing computer.
The portable typewriter terminal is connected through an ordinary telephone to the computer and the planner thereby can use it either in his office, in a field training session in a clinic, or at home at his convenience.
The user then runs the model using data for a previous time period, to assess whether the model visualized and the data entered, when projected over time, do indeed track actual events acceptably. use of data in the planning process when they see such management activity produce effective growth and the funding to sustain it. Funding agencies in turn should be better able to evaluate and monitor local program performance when input/output measures are a required element in every plan submitted. Likewise, summing those data-based plans will facilitate realistic response to legislative demands for progress reports. 
Conclusion

